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practice, performing more than 400 capital operations
,each year. During that time he never saw one case
of asthenic dyspepsia, of gastric or duodenal ulcer,
of appendicitis, of mucous colitis, or of cancer-all
evidences of chronic intestinal stasis in their normal
sequence. I have obtained precisely similar evidence
from other very experienced medical men who have
been engaged in practice for many years among the
primitive races. It is clearly our duty not so much to
devise new operations as to attempt to prevent the
diseases for which so many operations are done. This
is the biggest problem before the profession at the
present moment, and it is one that must be solved.

THE TREATMENT OF

ACUTE OBSTRUCTION FROM CANCER
OF THE COLON.

BY J. P. LOCKHART-MUMMERY, F.R.C.S. ENG.,
SENIOR SURGEON, ST. MARK’S HOSPITAL FOR DISEASES OF

THE RECTUM, LONDON, E.C.

IT is now a well-recognised surgical principle that
no attempt should be made to resect the bowel when
obstruction is present, and that the proper treatment
when acute obstruction exists is to be content with
draining the bowel by the establishment of an artificial
opening, the removal of the cause of the obstruction
being deferred till later, when the patient has recovered
from the acute symptoms. While this is now the more
or less general practice, most surgeons still start by
doing an exploratory laparotomy, presumably with
a view of finding the cause before attempting to deal
with the obstruction. This often results in the surgeon
getting into difficulties owing to the distended coils
of bowel, which are liable to escape from the wound
and be difficult to replace, and to the danger of the
bowel splitting from the tension. Few operations,
in fact, give rise to such serious difficulties as an

exploratory laparotomy on a patient with acute
obstruction of the colon.

It seems to me that there is no necessity for, or
object in, the performance of an exploratory laparo-
tomy at all in the acute stage, and that a much better
plan is simply to drain the caecum and leave the
exploration till the patient has recovered from the
obstruction, when a resection of the growth can be
performed with reasonable safety. It is generally
admitted that caecostomy is the best method of dealing
with an obstructed colon ; it can be performed through
a small incision with none of the risks attached to an
exploratory operation. Moreover, the presence of a
caecal fistula will render any subsequent resection of
the colon much safer, and the opening is as far as
possible away from the situation of the exploratory
wound in the abdominal wall, assuming that this is,
as usual, on the left side of the abdomen. The only
objections that have been urged against a csecostomy
as opposed to a colostomy in these cases are that
owing to the liquid nature of the contents of the caecum
such openings are difficult to control and may be
difficult to close. ’

The following method which I have been using
lately appears to overcome both these difficulties.
A small incision is made over the caecum and a knuckle
of the caecal wall drawn out and protected with gauze
swabs. A hole is made in the caecal wall with a knife,
and a rubber drainage-tube about half an inch in
diameter is pushed into the caecum for two inches.
The tube is then stitched to the caecal wall with catgut,
each stitch going through the wall of the tube and
picking up the caecal wall half an inch away from the
tube. When these are tied a cuff of caecal wall will
have been turned in. A purse-string suture is now
inserted well away from the tube and tied so as to
turn in more of the caecal wall. The ends of the
suture, after being tied, are brought through the deep
fascia and peritoneum, and one or two other sutures
placed so as to fix the caecum at the point at which the
tube enters to the deep surface of the abdominal wall.
The abdomen is then sewn up around the tube. A

wide collapsible rubber tube is tied on to the end of the
rubber drainage-tube projecting from the dressings,
and is carried over into a pail under the bed. The
tube remains quite water-tight and gas-tight for as
long as a week, and as the contents of the caecum are
liquid they drain quite readily through a tube of this
size ; no leakage takes place in the wound and the
patient can be kept dry and comfortable.

After the obstruction has been relieved, and when
the patient has lost all signs of toxemia-which will
generally be in about five or six days-the abdomen
can be opened in the mid-line, or on the left side, and
the cause of the obstruction ascertained and dealt
with under the most favourable circumstances. The
presence of a caecostomy renders any such operation
as resection of part of the colon much easier and safer,
and the absence of togaemia and distension greatly
reduces the risks. When the tube in the caecum

becomes loose, which is usually in about eight or
nine days, it may be removed, and as a rule there will

Diagram to show method of inserting stitches in performing
csecostomy.

only be slight leakage for a few days, assuming that
the original obstruction has been removed, or that a
colostomy has been done above it.

I have never known an opening made in this way
fail to close spontaneously in a week or ten days, and
most of them have not leaked after the tube has come
away. I believe this to be a much safer method of
dealing with cases of acute obstruction of the large
bowel than exploration of the abdomen, and I think
it is the right method when one can be reasonably
sure that the obstruction is due to a growth. In sudden
obstruction, without any previous history, one would
not be able, as a rule, to exclude a volvulus, and
exploration is called for, but in many cases one can be
reasonably sure that volvulus or hernia is not the
causal agent; in such instances a csecostomy without
exploration of the abdomen will save more lives than
are likely to be lost by the missing of some obscure
hernia of the colon.

If, at the operation, the caecum is not found to be
distended exploration is, of course, called for as the
obstruction must be in the small gut. Chronic intus-
susception in an adult might be confused with a growth
in the colon, but this is not likely if the history of the
case is known, and further caecostomy will, in most
cases, by relieving the obstruction, prevent gangrene
of the intussusception, so that the treatment would be
effectual. 

_______________

A NOTE ON

RECUPERATIVE RAY BATHS.

BY EDWARD JAMES DECK, M.R.C.S. ENG.

I SHOULD like to draw attention to the beneficial
results to be obtained by exposing the whole body
to multiple arcs giving forth rays in which the
ultra violet predominates. The method of producing
this rich volume of rays is the electrical combustion of
practically pure electrodes, containing 99 per cent. of
tungsten.
The cases I have selected to demonstrate the value

of this treatment are, I think, appropriate because of
their severity, each case having been definitely
diagnosed as malignant disease, attended with a

marked degree of anaemia besides other general
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symptoms of debility. I have divided the cases into
three groups, viz. : (1) before irradiation by the
Erlangen method ; (2) post-operative, but before
irradiation ; (3) post-operative and after irradiation.
In all three groups the result has been equally
successful as shown by the rapid increase of red blood
cells.

Before Irradiation.
CASE 1.&mdash;Male, aged 46 ; inoperable growth.
Blood count before treatment : r.b.c., 1,010,000.
Progressive weekly counts during treatment:

r.b.c., 2,735,000, 2,230,000, 3,160,000, 3,830,000,
4,360,000. After irradiation : r.b.c., 3,960,000. After
further recuperative treatment: r.b.c., 4,160,000.
Comments.-This case is especially interesting, seeing

that the growth was inoperable and the patient’s
condition so low that deep X ray therapy for the time
being was also impossible. Further, the patient had
undergone an extensive course of medical treatment,
including the exhibition of arsenic and iron, with no
beneficial results. Incidentally a bad bedsore healed
at the end of his first ten days’ treatment, and at the
end of his treatment he was able to walk without aid.
The growth remained unchanged during recuperative
treatment, but the patient had less pain.

Post Operative but Before Irradiation..
CASE 2.-Female, aged 35 ; growth removed from

breast. Stage 1 : Post-operative blood count : r.b.c.,
4,020,000 ; post-recuperative treatment : r.b.c.,
4,420,000 ; w.b.c. normal. Stage 2 : After irradia-
tion : r.b.c., 4,210,000; post-recuperative treatment:
r.b.c., 5,300,000; w.b.c. normal. Total number of
treatments : Stage 1, 6 ; time, 18 min. Stage 2, 9 ;
time, 54 min. Total, 72 min. Haemoglobin increased
from 60 to 67 per cent.

Comments.-The condition of this patient after
operation and before her deep X ray treatment was one
of extreme nervous and general debility. Appetite
very poor and nutrition bad. After recuperative
treatment she gained weight, lost all traces of
nervousness, and expressed herself as " feeling
perfectly well and able to do all her usual household
duties."

Post Operative and After Irradiation.
CASE 3.-Female, aged 37 ; growth removed from

breast.
Blood count after operation and deep rays : r.b.c.,

4,790,000 ; after recuperative treatment : r.b.c.,
5,000,000. Number of treatments, 6. Total time of
exposure, 30 min. Haemoglobin percentage unchanged.

Comments.-This case is mainly interesting in
showing the speedy return to normal, where the
depletion of red blood cells is comparatively small and
the general condition of the patient fairly good.
CASE 4.-Female, aged 57 ; growth removed from

breast.
First blood count, r.b.c., 4,500,000 ; after recupera-

tive treatment, r.b.c., 5,200,000. Number of treat-
ments, 14. Total time of exposure, 56 min. Haemo-
globin increased from 84 to 90 per cent. ’

CoMMes.&mdash;Points of interest in this case were the
age of the patient, and her very debilitated general
condition to commence with.

Conclusions.
It would seem from the foregoing cases reasonable

to form the following deductions :-
1. That this method of treatment may be beneficial

in wasting diseases attended with anaemia.
2. That in it we may possess a rapid aid to healing

for chronic ulcerations, such as bedsores and varicose
ulcers.

3. That in the case of malignant disease there is no
risk of aggravating the condition by the treatment or
of doing the patient harm in any other way.

Other cases in which treatment by this method has
proved beneficial include rheumatoid arthritis, neuras-
thenia, simple anaemias, many skin diseases, and rickets.

In publishing these notes my thanks are due to
Dr. E. R. Morton, Dr. H. Carlill, and Dr. H. B. Lee
for allowing me to report cases under their care, also to
Mr. W. G. Moore, the designer of the apparatus.

Medical Societies.
ROYAL SOCIETY OF MEDICINE.

SECTION OF THERAPEUTICS AND
PHARMACOLOGY.

THE PHYSIOLOGICAL ACTION OF LIGHT.
A MEETING of this section of the Royal Society of

Medicine was held on Nov. 14th, with Dr. W. LANGDON
BROWN, the President, in the chair.

Sir WiLLiAM BAYLISS opened a discussion on the
physiological action of light. He proposed to confine
himself to some general considerations. He reminded
those present of Crotthus’s law that light can produce
no effect unless it is absorbed. The expression
" photo-katalytic effect " was not a correct one, since
a katalyst affords no energy, whereas in all reactions
set going by light energy is imparted, sometimes in
large amounts, as in the chemical activities of green
leaves. Light, while imparting energy, might, indeed,
produce some substance that acts as a katalyst.
Sometimes energy is required just to start a reaction.
Sir William Bayliss gave an instance of the small
amount of energy needed to liberate a large amount.
A billiard ball in the concavity of a clock glass on a
tripod stand would fall to the table if for some
reason the glass disappeared, liberating a considerable
amount of energy. The same amount of energy could
be liberated by the application of a very small quantity
of energy, just enough to push the ball over the concave
edge of the glass. The lethal effect of certain light
rays were mainly local in nature, and not so difficult
to understand as the remedial or distal effects. Effects
of light might either be expressed as photo-chemical
change or formation of an active substance, or, as
was now customary, as photo-electrical-that is, in
terms of emission of electrons. In the present state
of knowledge it was perhaps more useful to
regard these effects from the photo-chemical aspect.
It was clear from clinical observations on rickets
and tuberculosis that light must produce some

substance which eventually passes to the blood.
Assuming that a definite substance was produced,
the problem arose, where it was produced; if in
the skin, in what layer ; how it was produced,
and what particular wave-length of light was active.
It was also important to ascertain whether the pigment
in the skin acts as a sensitiser by absorbing certain
wave-lengths of light. Dr. A. Rollier at Leysin had
observed that patients undergoing sun cure who did
not pigment readily did less well than others. On the
other hand, A. V. Hess found that light from the
carbon arc, which does not brown the skin, was as
effective in curing rickets as ultra-violet- rays. Hess
also showed that black rats suffering from rickets were
less easily cured by light than white ones. The negro
was more susceptible to rickets than the white man.
The nature of the product formed after exposure to
light rays was still in doubt. Prof. A. Harden had
suggested that possibly vitamin A was produced, since
the formation of this substance appeared to be closely
related to photo-synthesis in the plant, and vitamin A
is well known to cure rickets. Recent work by Miss
K. Coward with carotin suggested that this yellow
pigment might play a part in the reaction, since the
yellow parts of flowers appear to be effective in replacing
vitamin A in so far as this vitamin is a necessary factor
in the growth of rats. Was it carotin that acted as
photo-sensitiser ? Hess had discovered that by feeding
an animal on carotin it could be made hypersensitive
to light. Theoretically, the problem whether vitamin A
is replaceable by light should be easily soluble by means
f experiments in which the cure of rickets in animals
3n a diet deficient in vitamin A is attempted by
subjecting them to light without change of diet.
A practical difficulty was that of getting food quite
free from vitamin A, which could certainly be partially
replaced by light. Attempts to cure rickets in dogs by
feeding with excess of vitamin A in the absence of


